INTRODUCTION
Puberty menorrhagia is defined as bleeding of more than 80 ml/cycle or for more than 7 days. Most common cause of puberty menorrhagia is immature hypothalamopituitary-ovarian axis. Other causes include hereditary bleeding disorders, hypothyroidism and anovulatory cycles due to polycystic ovarian disease. Haemophilia, though not very common, is an important cause for puberty menorrhagia and can be life threatening. It usually presents with excess bleeding at menarche with mid-cycle abdominal pain. History of repeated excess bleeding from gums or wounds along with family history of similar complaints may be corroborative. 
CASE REPORT
Miss SSK, a 12 year old girl presented with history of attainment of menarche 1 year ago. Her cycles were normal for 3 months and then she suffered from continuous bleeding p/v on and off with use of 6-7 pads per day. Bleeding was not associated with pain in abdomen or any other complaints. She was a diagnosed case of Factor VIII and IX deficiency since last 1 year during evaluation of menorrhagia and epistaxis. There was no history suggestive of thyroid disorder or tuberculosis. There was no significant family history.
On examination, the patient was stable with significant pallor. There was no evidence of petechiae or bruises. Thyroid, breast and systemic examinations were unremarkable. Abdomen was soft and non-tender. On local examination bleeding was seen. Per rectal examination revealed small uterus.
On investigations, haemoglobin was 7 g%, platelet count was normal. Significant abnormality was seen in coagulation profile with a normal prothombin time (PT 12 seconds) and abnormal activated partial thromboplastin time (APTT 78.40 vs. 28.0 control) and International Normalised Ratio (INR) of 1.49. Thyroid profile was within normal limits. Ultrasonography revealed normal uterus and ovaries. Her Factor VIII was 40% and Factor IX level was 54%. Haematologist opinion was sought for her. She was transfused 3 units of cryoprecipitate and 2 units of fresh frozen plasma and was started on tranexamic acid thrice daily. Oral iron and folic acid was given for correction of anaemia. She was also advised Factor VIII and vWF transfusion but it was not done due to monetary constraints. Subsequently, she was started on oral contraceptive pills.
DISCUSSION
Bleeding disorders should be suspected in patients with puberty menorrhagia with history of repeated gum bleeding, delayed wound healing, easy bruising, epistaxis, bleeding from tooth extraction, repeated blood transfusions and family history. 3 Commonly seen disorders are haemophilia A and B (deficiency of Factor VIII and IX respectively), von willebrand disease, Factor V deficiency, Glanzmann's thrombasthenia and idiopathic thrombocytopenia. Though combined deficiencies as seen in our case are known to occur, they are rare and have severe consequences. Combined Factor VIII and IX deficiency is a rare X linked disorders with incidence of 1 in 1,000,000 cases. Treatment modalities used to control bleeding are tranexamic acid, progesterone alone or oral contraceptive pills, though often bleeding may not respond to these drugs alone. Factor VIII deficiency can be treated by factor VIII replacement therapy and spontaneous bleeding is controlled if the patient's factor VIII level is raised to 30-50% of normal. 4 Desmopressin provides an alternative means of increasing the plasma factor VIII level in milder haemophiliacs. The principles of replacement therapy are similar in case of factor IX deficiency. 4 Hereditary bleeding disorders should be suspected in all cases of puberty menorrhagia. Detailed personal and family history may guide to the diagnosis and appropriate treatment may prevent life threatening consequences.
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